Introduction
Although cancer is the leading cause of death in Australia, improvements in screening, detection, and treatment mean that 5-year survival rates for some of the most common cancers are now more than 80%. 1 As a result of this, increasing numbers of people are surviving the acute phases of the disease and must learn to live with cancer as a chronic illness. In this context, researchers in the medical and behavioral sciences have explored the process of adjustment to cancer, in which a person learns to cope with the psychological effects of the disease, solve cancer-related problems, and gain control over life events affected by cancer.
A diagnosis of cancer has the potential for enormous physical and psychosocial consequences. Patients may experience various psychosocial problems at different stages of their illness, [2] [3] [4] [5] and distress may persist long after initial diagnosis and treatment. 6, 7 Evidence suggests that psychological adaptation to cancer is influenced by various disease, demographic, and psychosocial factors,
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The increasing popularity of nonmainstream cancer treatments raises complex ethical and practical issues for both patients and the medical profession. In view of the prevailing commitment to evidence-based medicine, it is vital to scientifically research complementary treatments and ensure that both patients and practitioners are wellinformed. There is also a need to better understand the characteristics of those who are drawn to complementary treatments and the mechanisms by which such interventions might exert their effects.
The programs run by The Gawler Foundation are designed to help cancer patients and their families learn how to cope with cancer. The foundation is located in a purpose-built center in a rural setting approximately 70 km from Melbourne, Australia. It is one of a small number of centers that have been established to provide such psychosocial interventions for cancer patients in a residential setting. The programs incorporate relaxation, stillness meditation as developed by Ainslie Meares 33 ; gentle yoga plus encouragement to exercise daily; a positive state of mind; a low-fat vegetarian diet; overcoming obstacles to peace of mind; finding meaning and purpose in life; and drawing on effective support. The 10-day residential program is run by program founder and cancer survivor Ian Gawler and qualified, experienced counseling and medical staff and costs approximately AU$2500. Attendance at the programs with a partner/support person is recommended where possible, and group size is typically around 30 to 40 people.
The hypotheses tested in the current study were as follows:
1. Participation in a psychosocial intervention such as that described can lead to improvements in emotional well-being, mental adjustment to cancer, and QOL, and lower salivary cortisol levels. 2. During the follow-up period, greater compliance with program recommendations would be linked to greater emotional well-being, more effective coping, and greater QOL.
Method
Participants planning to attend the residential program were sent a letter explaining the purpose of the study. On arrival at the foundation, program participants were again reminded about the study by the staff and referred to the principal investigator if they wished to be involved. These participants were given time to fill out an initial questionnaire of the standardized measures before the commencement of the program. Ethics approval for the study was obtained from Swinburne University of Technology Ethics Committee. At the end of the 10-day residential program, those participants who had filled in the questionnaires on the first day were approached by the researcher and given the same set of standardized questionnaires and also a questionnaire assessing their meditation experience for the duration of the program. They were also given a replypaid envelope and asked to post these back to the principal investigator as soon as possible.
At 3, 6, and 12 months after completion of the intervention, participants were posted a package containing the standardized instruments, a questionnaire designed to assess both compliance with the recommendations of the programs and meditation experience and a reply-paid envelope in which these could be sent back.
Questionnaires
The initial questionnaire consisted of questions covering sociodemographic, disease, and treatment details. A single-item measure of social support was also included, which Blake and McKay 34 found to be a good predictor of mortality. The item reads "How many people do you have near you that you can readily count on for help in times of difficulty, such as watch over children or pets, give rides to hospital or store, or help when you are sick." Response options are 0, 1, 2 to 5, 6 to 9, or 10 or more. Responses of 0 or 1 indicate a low tangible assistance, 2 to 5 or more indicate high assistance. The lifestyle assessment section included questions about moderate, hard, and very hard physical activity undertaken by participants in the preceding week. These types of questions have been used in other studies as they are relatively simple and have been validated against physiological measures of fitness. 35 Other questions covered meditation history and details of current practice, attendance at church or other religious institution, participation in psychosocial interventions, dietary habits, and lifestyle changes.
The postprogram questionnaires included a number of questions aimed at assessing the depth and quality of meditation practice during the program along with the standardized measures given before program commencement. The follow-up questionnaire included questions about meditation type, time spent practicing, and the depth and quality of meditation practice. Other questions included those on exercise, diet, participation in psychosocial interventions, and treatment in the last 3 months.
Measures
The following validated measures were used to assess patients at baseline before the residential program began; after 10 days when the program ended; and at 3, 6, and 12-month follow-up.
Profile of Mood States (POMS).
The POMS 36 is a 65-item, self-administered, adjective checklist designed to measure affective states. It provides a score for Total Mood Disturbance (TMD), ranging from −32 (best) to 200 (worst), as well as a score for each of 6 subscales: Tension-Anxiety, Depression-Dejection, Anger-Hostility, Vigor-Activity, Fatigue-Inertia, and Confusion-Bewilderment. The POMS is self-administering and takes about 3 to 5 minutes to complete. On all subscales except Vigor-Activity, a higher score indicates poorer outcome. It has been shown to have good internal consistency (ranging from .87 to .95 for the subscales), test-retest reliabilities that range from 0.65 to 0.74, and concurrent validity. 36 It has also been shown to be sensitive to emotional changes within patient groups. 37 The POMS has been widely used in intervention studies with cancer patients for measuring mood outcome. [38] [39] [40] In this sample, Cronbach's α for the TMD score was .89, and it was .85 for Tension-Anxiety, .88 for Depression-Dejection, .80 for Anger-Hostility, .88 for Vigor-Activity, .90 for Fatigue-Inertia, and .78 for Confusion-Bewilderment.
The Functional Assessment of Chronic Illness Therapy-Spirituality (FACIT-Sp). The FACIT-Sp is a QOL measure that focuses on issues of managing a chronic illness. It has been developed with an emphasis on patients' values and concerns rather than on those issues that are of clinical concern to medical practitioners. It is self-administered and ranked on a 5-point Likert Scale. The FACIT-Sp comprises the FACT-G (general) and 12 additional items specifically related to spirituality. The FACT-G is a 27-item general scale that measures 4 areas of QOL: Physical Well-being, Social Well-being, Emotional Well-being, and Functional Well-being. The FACT-G has undergone rigorous validation and has been shown to have good concurrent and construct validity, internal consistency, and test-retest reliability. 41, 42 It takes around 5 to 10 minutes to complete. Normative data exist for cancer patients. 43, 44 The Spiritual Well-being Scale of the FACIT focuses on the existential aspects of spirituality and faith. It has 12 items and taps into the dimensions of religiosity (faith factor) and spirituality (meaning and peace factor), and the wording of items does not assume a belief in God. Items cover issues such as having a reason to live, finding purpose or meaning in one's life, finding strength or comfort in one's faith, and the effect the illness has on one's faith. The internal consistency for this measure was .87, 41 and further validity and reliability testing demonstrates that the FACIT-Sp is a psychometrically sound measure of spiritual well-being for people with cancer. 45 
Statistical Analysis
The SPSS (v13) data analysis software package was used for statistical analysis. In the present study, it was considered important to interpret all results, with statistical significance used as an additional descriptive tool rather than as a watertight criterion. Thus, Bonferroni adjustments for multiple comparisons were not made. However, as recommended by Stevens, 51 the α level was increased to a more stringent one (P < .01). Where Pearson product moment and Spearman rank order correlation coefficients were calculated, only those relationships with a correlation coefficient greater than 0.30 were considered relevant. 52 The scores of the POMS Depression-Dejection, Anger-Hostility, and Fatigue-Inertia; Mini-MAC Helplessness-Hopelessness and Fighting Spirit; and FACIT-Sp Physical Well-being and Social Well-being subscales were not normally distributed, and for ease of interpretation, nonparametric statistical procedures, including Wilcoxon signed rank tests, were used when comparing all variables. All change scores were found to be normally distributed, and parametric tests were used for the analyses of these scores.
Results

Sample Characteristics
The study involved 112 patients recruited consecutively over a period of 14 months. This represented a response rate of approximately 50%. A description of the sociodemographic characteristics of participants is given in Table 1 
Precomparisons and Postcomparisons
Group median at baseline and after program completion were compared for all measures using Wilcoxon signed rank tests. The results are given in Table 2 . Despite the relatively low baseline POMS measures, scores on all subscales (other than Vigor-Activity) were reduced, indicating lower mood disturbance after program completion. As indicated in Table 2 , the mean POMS TMD scores were significantly reduced after the intervention, and scores on the subscales Tension-Anxiety, Depression-Dejection, Anger-Hostility, Fatigue-Inertia, and Confusion-Bewilderment were also significantly reduced. The score on the Vigor-Activity subscale was significantly greater. All changes in POMS measures were therefore as hypothesized.
All Mini-MAC Scale scores, with the exception of Fatalism, showed improved coping after the intervention. All FACIT-Sp QOL measures (other than social functioning) were significantly improved after program completion (see Table 2 ). Thus, changes in QOL measures were largely as hypothesized.
Comparison of those who improved after the intervention with those who did not. To further understand the characteristics of those who improved after the intervention and those who did not, the sample was divided into those whose POMS TMD scores showed improved mood after program completion and those whose POMS TMD scores showed worse emotional functioning. This was also done for the FACIT-Sp.
Mean baseline POMS TMD scores were significantly different between the 2 groups, with higher scores in those who improved than in those who worsened (improved = 17.66 [SD = 23.02]; worsened = −2.57 [SD = 12.56]; t(84) = 3.84; P < .001). Mean baseline FACIT-Sp scores were lower among those who improved than among those who worsened (improved = 126.14 [SD = 11.23]; worsened = 113.03 [SD = 16.46]; t(105) = 3.52; P = .001). Thus, those who benefited least had a relatively high QOL to begin with.
Three-Month Follow-up
Follow-up questionnaires were sent to all participants 3 months after program completion. At this time, 69 responses were received, 26 from men and 43 from women. At 3-month follow-up, 12 participants were reported as having died and 4 had formally withdrawn from the study. Wilcoxon signed rank tests showed that the score on the Vigor-Activity subscale was significantly reduced after 3 months, whereas scores on the POMS TMD and other subscales were not significantly different (see Table 3 ). There were no significant differences in any Mini-MAC Scales 3 months after program completion. Physical wellbeing was reduced, and FACIT-Sp, FACT-G, emotional, functional, spiritual, and social well-being dimensions of QOL improvements were unchanged from program completion to 3-month follow-up (see Table 3 ).
Assessment of the correlations between measures at baseline showed that Mini-MAC Fatalism and FACIT-Sp Spiritual Well-being were significantly correlated. It has been pointed out that the mini-MAC Fatalism subscale may in fact measure coping functions such as religious coping and faith, positive reappraisal, and acceptance and that these may be linked to spirituality. 49, 53 In light of this, it was hypothesized that Fatalism would be significantly correlated with Spiritual Well-being, and this was found to be the case (Spearman ρ = 0.529, P < .01).
Similarly to baseline, at 3-month follow-up, those participants who scored more highly on the Spiritual Wellbeing subscale of the FACIT-Sp were more likely to have lower scores on the Helplessness-Hopelessness subscale of the Mini-MAC. Thus, unlike some other studies, which have concluded that women low in hope find comfort in religion, 54 in the current study, Spiritual Well-being seems to be linked to lower hopelessness. This may be illustrated by comments from participants who responded to 3-month follow-up questionnaires:
I have recommitted to God after many years of being away. This is what has given me most peace and happiness. Whatever has happened recently I can honestly say I have felt no stress whatsoever.
I have found a much deeper level of spirituality and feel that God is on my journey with me. I need his support and presence and I found it. I am so happy and so humble and thankful.
Discussion
The observed changes in mood, coping, and QOL suggest that The Gawler Foundation program has beneficial effects in cancer patients. The changes were largely as hypothesized. One of the key components of the intervention is regular meditation which have been 55, 56 Meditation is encouraged as a way to develop the ability to observe the mind's operations nonjudgmentally, leading to the development of more realistic perceptions and greater appreciation of positive as well as negative experiences. Practitioners come to realize that most sensations, thoughts, and emotions are transient and that thoughts are "just thoughts," rather than accurate reflections of reality. This may help reduce the emotional reactivity usually linked to anxiety symptoms, 57, 58 and the increased awareness may bring changes in habitual cognition and patterns of responding, including ruminative thinking. 59 The Gawler Foundation program also incorporates relaxation techniques and light yoga, and the benefits seen in the current study are supported by other studies that have examined the effectiveness of relaxation training and yoga 60 in reducing treatment-related symptoms and improving emotional adjustment in cancer patients. 61, 62 This is exemplified by comments from participants such as the following:
When communicating with others about my illness I became very tense. Now I am able to focus on the tense parts of my body and relax them very quickly.
I only do the things I want to and I say no if I am not interested. I let the small things go and make the most of every day. I try not to worry about things that might not happen.
I often look at events and people from the outside instead of being pulled in by the negativity of the person or situation. I know more clearly why I feel a certain way.
As hypothesized, all Mini-MAC Scale scores, with the exception of Fatalism, showed improved coping after the intervention. This is to be expected because positive thinking, fighting spirit, and maintaining realistic optimism and hope in the face of difficult situations are a focus of some of the sessions of The Gawler Foundation program. Studies of meditation interventions suggest that the increased awareness that meditation promotes may bring about improved self-management through different ways of coping with problems. 59, 63 It is possible that some Mini-MAC Scale scores are less likely than others to change over time, particularly in a period as short as the 10 days used in this study. Nordin et al 64 66 FACIT subscale Physical Well-being scores were significantly higher after program completion. The beneficial effects of meditation on pain, sleep, and fatigue would be expected to have a positive impact on physical well-being. One of the aspects on which The Gawler Foundation program focuses is "Finding meaning and purpose in life." Thus, it might be expected that increases in Spiritual Wellbeing scores would be seen after the program. Other studies have also shown increases in spiritual beliefs and experiences after meditation interventions. 55, 56 Results also showed that those with poorer emotional functioning and QOL at baseline showed greater benefit after the intervention. [67] [68] [69] In this study, 21 participants reported poorer emotional functioning after program completion despite the intervention being designed to relieve mood disturbance. It is speculated that in some people, the intervention might increase the ability to express negative emotion, leading to a poorer performance on the psychometric test. 70 In addition, Speca et al 71 speculate that as one of the aims of mindfulness types of meditation is to focus attention on the present moment, this may have the effect of making someone more aware of negative feelings. This may be a necessary part of learning to deal directly with negative feelings while maintaining hope and realistic optimism.
As an individual's QOL changes over time, so does the basis on which that person makes a QOL judgment. This phenomenon is known as response shift. Schwartz and Sprangers 72(p1532) define response shift as "a change in meaning of one's self-evaluation of a target construct as a result of: (a) a change in the respondents' internal standards of measurement; (b) change in respondent's values or (c) a redefinition/reconceptualisation of the target construct." This has important implications for assessing the effects of treatments because a change in QOL may reflect a response shift, a treatment effect, or a complex combination of both. Group intervention participants have reported that meeting people who are worse or better off than themselves led them to change their internal standards of how badly they were doing. 73 Group interventions may also help participants reconsider goals that are important to them, and people may learn that it is possible to have a better QOL despite a worsening disease condition.
This response shift is, for many people, a desirable outcome, and in this sense, many interventions, including those run by The Gawler Foundation, aim to teach response shift. This may be even more likely after an intervention incorporating meditation, which focuses on acceptance and having a greater appreciation of positive experiences. It is likely that response shift accounts for some of the QOL improvements seen after the intervention. In a study of Australian community-based self-management programs, Osborne et al 74 found that response shift occurred in about 50% of participants, and positive and negative response shifts had profound effects on patientreported outcomes. No attempt was made to investigate response shift in this study, and further investigation is recommended.
Overall, it seems that improvements in mood disturbance, anxiety, and QOL after the program were largely maintained at 3-month follow-up, although there was a trend toward a decline in improvements. However, scores on the POMS Vigor-Activity and Physical Well-being subscale did decline significantly, providing further support for the importance of response shift. Participants often report that it requires effort to learn new skills and examine life patterns, and this may be too demanding for some people who are dealing with metastatic disease once they return to their home environments. Such results may point to the need for more support for patients to maintain compliance with program recommendations after shorter-term interventions such as the program described here.
Although this study suggests a positive benefit of the program, the results need to be interpreted cautiously because of the lack of a control group. Thus, it cannot necessarily be concluded that improvements are a result of the intervention because these might have happened over time without the intervention. However, it may be reasonable to assume that in a 10-day period overall mood, coping, and QOL would remain relatively stable in most people. It is also difficult in interventions with multiple components, such as diet and meditation, to identify which components are likely to be effective. The main limitations of the follow-up part of the study include lack of a control group, inadequate data on disease state, and significant loss to follow-up.
Conclusion
The observed changes in mood, coping, and QOL suggest that The Gawler Foundation Program has beneficial effects in cancer patients, particularly those whose QOL and emotional well-being are low. This may be largely because of the effects of meditation in reducing anxiety and increasing spiritual well-being. Overall, it seems that improvements in mood disturbance and anxiety were largely maintained at 3-month follow-up, although physical well-being appeared to decline. This may be because of the difficulty in incorporating program recommendations into everyday life, increasing disease severity, and lack of accountability. However, a major difficulty in the discussion of these results is that there is no control group with which to compare the intervention group. It is recommended that future studies compare intervention and control groups and further investigate the phenomenon of response shift.
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